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JUMMEC: TAKING STOCK, CONSOLIDATING AND
GAINING IN STRENGTH
The year 2005 marked the rebirth of JUMMEC when
the Editorial Board took over from its previous Editor
with modest but realistic expectations. One year on,
we have successfully achieved our initial expectation,
that is, to encourage greater participation from our
junior academics to write and publish in our very own
journal, JUMMEC. As we head towards the end of
2006 and prepare to usher in 2007, we see JUMMEC
consolidating and gaining in strength. Let us reflect on
its past achievements and our expectations for the
future.
In the bumper 2003-2005 issue, many articles written
by our Faculty members were published. Among some
of these articles include an article pertaining to health
issues and challenges in the 21st century,where changes
in disease pattern, environmental health, demographic
impacts on health, migrant issues and health, effects of
globalization on health,mental health and wellness, and
equity in health care were reviewed (1). Other reviews
on cardiovascular exercise testing as a valuable physio-
logical assessment tool in research and clinical practice
(2), and an overview on peripartum cardiomyopathy,
where challenges that lie in diagnosing and managing
this rare yet lethal disease were highlighted (3). Apart
from clinical studies, epidemiological studies such as,
lifestyle practices in relation to overweight and obesity
were also reported in a community-based study, where
risk factors, such as physical exercise, cigarette smoking,
dietary habits, eating pattern, chronic diseases and
family history were studied (4).
In conjunction with the centennial celebration of the
University of Malaya in 2005, the Faculty of Medicine
had organized the International Conference on
Health Sciences: ‘Partnership in Healthcare –
Lessons Learnt and Future Challenges’. Some inter-
national speakers spoke at the conference and their
extended abstracts are published in Supplement 1,
2006. Darryl M from UNESCO wrote on biomedical
ethics; Khoo SK from Brisbane, Australia touched on
the clinical implications on ageing (or longevity);
Booker PD from Liverpool, UK wrote on the recent
advances in paediatric intensive care; Ng CH from
Melbourne, Australia described the burden of de-
pression in the Asia Pacific region; David Hui SC from
Hong Kong on obstructive sleep apnoea and cardio-
vascular complications; Peter Eu from Melbourne,
Australia on PET radiopharmaceutical production;
Kevin Tse KM from Hong Kong who gave the Hong
Kong experience in the pursuit of an ideal imaging
protocol in PET and PET-CT; Herman S from Indo-
nesia who gave a current perspective on cervical
cancer in Indonesia; Partha G from Singapore wrote
on PET-CT clinical image interpretation of various
carcinomas; David JG from Glasgow, UK dealt with the
screening for colorectal cancer; Mok QQ from
London, UK who deliberated on the new strategies in
ventilation; Kenneth MC from Scotland, UK shared
their UK solutions to the challenges of postgraduate
medical education; John R from Toronto, Canada
reviewed the recent advances in neurotology; and
Jeremy DMR and Bill F from Coventry, UK who
described the basic principles of the Values-based
Practice: A new approach to understanding clinical
interactions. And also our very own experts in their
respective areas of specialty, such as, Goh KL, Lam SK,
Tan CT, Azila AMN, Liam CK, Shyamala DS,Vijayan R,
Chan LL, Yeoh PH, Ednin H, and so forth, whose
abstracts were highlighted in this issue. The Editorial
Board would like to thank Professor Liam Chong Kin,
the Scientific Chair for compiling these abstracts.
The 2006 Issue 9 (1) bears witness to the strength-
ening of JUMMEC in line with the research activities of
the Faculty. In that issue, you will find Chia YC’s
Editorial on more rational prescribing (5). Among
others, that issue also carried articles on the resistance
to antimicrobials and its problems, steroid withdrawal
in transplant renal recipients, body-fat comparison of
sport players, complementary medicine, usage of a
simple neural network architecture to diagnose angina
and a review on the trends of maternal mortality.
In this current issue, apart from the two papers on
interdisciplinary research on impaired mobility dis-
ability and rehabilitation and the breast cancer review,
many case reports – Grade IV hypertensive retiono-
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pathy, lumphangioleiomyomatosis, congenital anomaly
of the urinary tract and neurogenic bladder, and
squamous cell carcinoma of the tongue were
presented.
Before we move on to the new year, we wish to
record our thanks and appreciation to the Editorial
Board members for their endearing support, energy
and hard work in making the rebirth of JUMMEC a
success. We know that the journey to JUMMEC had
been long and challenging.We also wish to thank our
panel of reviewers for assisting us with the review of
articles. We look forward to an exciting year ahead
and we invite you, the authors to continue contri-
buting your articles for publication in JUMMEC.
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Introduction
Worldwide, breast cancer is the second most com-
monly diagnosed cancer (1.15 million) after lung (1.35
million) (1). Incidence and mortality rates in breast
cancer vary widely from one region of the world 
to another. Incidence rates are high in most of the
developed areas (except for Japan, where it is third
after colorectal and stomach cancers), and is modest
in Eastern Europe, South America, Southern Africa,
and Western Asia, but it is still the most common
cancer of women in these geographic regions (1).
The variations are attributed to the environmental
differences in diet and lifestyle. These incidence rates
can be up to five-fold higher in western countries 
than those reported from the Asian region (2). Age
standardized incidence rates in developed countries
are around 100/100,000 women with mortality rates
of about 25/100,000 (3). The unfavourable trend of 
an increasing incidence of breast cancer is global, due
in part to the increase in risk factors (decreased child-
bearing and breast-feeding, increased exogenous
hormone exposure; and detrimental dietary and
lifestyle changes, including obesity and less physical
activity) (4).With its high incidence rates and relatively
good prognosis (and a reducing mortality rate), breast
cancer is the most prevalent cancer in the world
today; with an estimated 4.4 million survivors up to
five years following diagnosis (compared with just 1.4
million survivors – male or female – from lung cancer)
(1,5).
In Malaysia, the International Agency for Research in
Cancers estimated a crude incidence of about 34.86
per 100,000 population in 2000 (6). Breast cancer in
Malaysian women occurs more commonly in younger
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ABSTRACT: Evidence suggests that breast cancer is taking the form of a chronic
illness. This will add on to the present burden of managing chronic diseases in the
healthcare delivery system. The burden of breast cancer being a chronic illness, 
calls for greater efforts to address the many neglected, physical-psycho-social and
occupational functioning consequences. Timely efforts are needed to identify and
implement interventions that are aim at improving the quality of life of women with
breast cancer. At present, research evidence is highlighting that chronic diseases may
best be managed using a self-management approach, and best treated by a balance of
traditional medical care and the day-to-day practice of self-management skills. This
paper presents the perspective of breast cancer as a chronic illness and its implication
for rehabilitation and medical education. It is imperative that health professionals be
made aware of these survivorship issues through medical education. The goals are to
reduce the many disability risks, encourage patient-health provider communication
and enhance partnership in care, within a timely, holistic therapeutic program to
improve the quality of life of women with breast cancer. (JUMMEC 2006; 9(2): 3-11)
KEYWORD: Breast cancer, rehabilitation, medical education, self-management,
chronic disease
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women, aged between 40–49 years, with many
presenting in the advanced stages similar to develop-
ing countries like Thailand and Pakistan (7). Despite its
significant rise in incidence and a significant rise in long
term survivorship, not much importance is being
considered for the rehabilitation of women with
breast cancer. There are many issues for women to
manage, following the diagnosis and treatment for
breast cancer. In the curative period, intervention are
often too medically-focused, without due considera-
tion to other aspects of functioning. In the survivor-
ship period, follow-up medical appointments are often,
narrowly and primarily confined to detection of
recurrences (1), neglecting any needs for physical and
psychosocial rehabilitation. Clinical manifestations of
breast cancer can range from a localised to a meta-
static neoplasm, and the treatment options are broad
ranged, reflecting the heterogeneity of the disease.
Despite many years of interests in evidence-based
practice, it was recently highlighted in health services
research that one of the most unfortunate, consistent
finding is the gap between best practice (as deter-
mined by scientific evidence), and that of the actual
clinical care. Even developed countries such as the
United States had at least 30–40% of patients who 
do not receive care according to current scientific
evidence (8). Adjustment to breast cancer implies
coping and dealing with self-care issues as a result 
of the more obvious physical complications as well as
the less obvious ones such as an altered body image,
changes in relationship with partner and children,
living with any ongoing side effects, and living with 
the intrusive thoughts of tumour recurrence, and 
the uncertainties of the futures. In Australia, only a
minority of oncology patients with depressive illnesses
are identified by staff and referred appropriately (9),
although a study found that as high as 45% of women
with early-stage breast cancer reported clinically
significant levels of depression or anxiety (10). Health
professionals need to explore their roles on how best
to support these social adjustments through the ill-
ness trajectory. The traditional medical model of
healthcare tends not to acknowledge that the mind
and body are connected, prolonging a healthcare
system that focus predominantly on curative and on
the obvious physical impairments.
Indeed, studies on breast cancer and its rising health
burden should be conducted alongside studies on
current treatment, with careful consideration of its
potential impact on functioning and quality of life, by
both clinicians and medical researchers. However,
despite an increasingly obvious significant survivorship,
clinical research and therapy is slow and not forth-
coming. The aim of this paper is to discuss the
implication of breast cancer taking a form of chronic
illness, for medical education and rehabilitation.
Breast Cancer – An Emerging 
Chronic Illness
Despite years of research to find the cause of breast
cancer, the aetiology remains largely undetermined till
today. What researchers know are merely the risks
factors, and what clinicians can inform their patients
are merely that they are at a certain level of risk.
Scientist have been postulating on the many risk
factors. Obesity, a lifestyle factor, is said to be spe-
cifically linked to lower risk in pre-menopausal women
but the risk increases in post-menopausal women
(11).The highest risk is linked to the BRCA genes and
geographical location (12). In short, with an aetiology
that remains idiopathic with numerous risk factors to
blame, coupled with better treatment contributing to
longer survivorship, breast cancer is slowly taking the
form of a chronic illness (13).
Scientific evidence, from the highest level of ran-
domized controlled trials down to expert’s opinions,
at the lowest, is therefore important. In January 2005,
an International Consensus Panel of experts met
during the 9th Conference on Primary Therapy of
Early Breast Cancer in St. Gallen, Switzerland, to
develop a series of guidelines and recommendations
for adjuvant systemic treatments in specific patient
populations (14). Use of tamoxifen, an antiestrogenic
drug, has been the gold standard of treatment with its
excellent results on women with oestrogen receptor
(ER) positive tumours (15). However, new evidence
suggests that aromatase inhibitors, which hinders 
the aromatase enzyme catalyzing the final step in
oestrogen biosynthesis, have shown equally successful
result in the prevention and treatment of breast
cancer (16). Table 1 presents an overview of the
survival rate in breast cancer, according to staging.
With earlier detection and better treatment, these
cancer survival rates are improving and have been
reported to improve up to above 50% a decade ago
(17) and the rates are still increasing. Better treatment
leads to better prognosis and patients need to manage
beyond adjuvant treatment periods, since longer
survivorship often bring a myriad of survivorship
issues.
Although some believe little can be done to reduce
breast cancer risk through primary prevention (12),
chemoprevention has been reported as an effective
primary strategy (18). There must be further secon-
dary prevention through screening (self and clinical
breast examination and mammography), with reha-
bilitation continuing even after the curative phase to
enable patients to adjust to the numerous survival
issues. Thus, self-management skill at managing modi-
fiable risks should now be taught to patients, besides
the self-management education to equip them to be a
JUMMEC 2006: 9(2)
5
partner in managing their breast cancers, in colla-
boration with their health providers.
Meta-analysis of the risk of breast cancer recurrence
in each year during the ten-year period after a diag-
nosis of early breast cancer in patients who received
no adjuvant treatment (treatment following surgery
with or without radiation), indicates that risk of re-
currence occurs throughout the ten-year period, but
is highest in the first three years after a diagnosis, and
in the absence of adjuvant follow-up treatment. Risk of
recurrence is low after ten years survivorship (Figure
1). However, issues of recurrence can affect survivors’
quality of life. Quality of life, is an increasingly accepted
important outcome criteria in healthcare, and even
amongst the early stages, many breast cancer patients
often spend the remainder of their life in uncertain-
ties, under the shadow of the possibility of a recur-
rence in the future.
As an emerging long-term (chronic) illness, breast
cancer must be differentiated from acute and terminal
illnesses. Acute illnesses are typically short-lived, have
no permanent disruption of functioning and cure being
almost always certain with predictable outcome.
In contrast, terminal illnesses are life threatening 
with the mostly ‘end-of-life’ expected outcomes. The
difference between acute and chronic illness are sub-
stantially different. Chronic illnesses, however, are
those with an insidious onset and over a longer
course duration. One definition of chronic illness is;
“a disease which has one or more of the following cha-
racteristics: (a) is permanent, leaves residual disability;
(b) is caused by non-reversible pathological alterna-
tion; (c) requires special training of the patient for
rehabilitation, or may be expected to require a long
period of supervision, observation, or care (19). With
cure being uncertain, and its challenges over a longer
time span, chronic illnesses can have an enduring effect
Table 1. Disease-free and ‘BC specific survival’ by stage of breast cancer, at five years following optimal
management, and suggested frequency of follow-up
* Data from Stuart et al, 2006
† Treated with breast conserving technique (Stuart et al, 2006)
Figure 1. Yearly risk of recurrence in breast cancer
Source: http://www.webmd.com
Stage Disease-free Breast cancer Frequency of follow-up
survival (%) specific survival (%) (monthly)
Year 1 Years 2–3 Years 4–5
DCIS† 90–95 98–100 3–4 6 6–12
I† 80–95 80–98 3–4 6 6–12
II† 50–75 50–70 3 4–6 6–12
III 50–66 (15–35  ) 30–60 (15–40  ) 3 3–6 3–6
IV – metastatic 0–5 5–20 3 3 3–6
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on quality of life. Therefore, any factors that affect
quality of life can be critical intervention points.
Burden of Breast Cancer as 
a Chronic Illness
As the health status of women with breast cancer can
be impaired by the side effects of treatment and/or
reactions to the cancer diagnosis and experiences,
breast cancer like many other chronic illnesses, has an
impact on many performance areas in a patient’s daily
life. Firstly, impairment and disability arising from
breast cancer under the various functioning aspects
can be wide ranging, and have wide ranging impact 
on a person’s functional status and quality of life.
Secondly, the disability in breast cancer to some
extent is rather invisible, unlike the visually crippling
disability in more physical-form chronic conditions like
arthritis and stroke. Thirdly, in terms of duration,
although impairment may not be permanent, the
impact from living with uncertainty for a long duration
is a real burden, and can be taxing on the person’s
quality of life.
Physical, psychosocial and psychosexual functioning
are important sequelae that affects quality of life in
women with breast cancer. Evidence suggested that
primary treatment have resulted in impairment in
emotional functioning, body image, sexual functioning,
social-work role (20,21); anxiety, depression, fatigue
and insomnia (22); impaired body image and self
concept (23); pain, limited range and lymphoedema
from surgical treatment (24-26); with an incidence
rate of 10% axillary node dissection, to 24% dissection
with radiation (27). Occupationally, a diagnosis of
breast cancer can also hinder women from working
for a minimum of a few months to years, and some
women may never return to work. The reasons may
be wide ranging from fears, myths, physical-psycho-
logical disabilities, as well as, to more positive reasons
like revaluing life and life priorities. Some women see
the diagnosis of breast cancer as a wake-up call and
can afford to leave a paid job because, “I realized money
is not everything, I want to spend time with my family and
do things I enjoyed doing”. However, not all women can
afford not to work, as another survivor; “the treatment
is so costly … and with two small children to feed, I cannot
afford not to work” (28). The implication of being
occupationally ‘unable’ and/or ‘disabled’ can lead to
other complications like lowered income, self-esteem,
and reduced social contact with impact on the
survivor’s quality of life. Another important issue
facing women with breast cancer is co-morbidity.
Breast cancer is higher in advancing age, with risk of
other illnesses (i.e., osteoporosis, heart disease and
hypertension) setting in. Factors like complicated
menopausal symptoms may further worsen the cancer
experience. All these factors invariably affect the
mental health and overall quality of life of these
patients.
Impact on Physical Functioning Issues
Evidence suggests breast cancer patients suffered im-
pairments of the upper limb, even at one year after
operation and many experiencing limited activities of
daily living with negative impact on quality of life.
Lymphoedema of the upper limb can occur even 20-
30 years after axillary treatment (29), and it causes
much mental distress. Estimates on the risk of severe
lymphoedema can range from 6% with one treatment
modality up to 30% with the combination of axillary
clearance and radiotherapy. The persistence of a
distorted body image, made worse with visible lymph-
oedema limbs can aggravate the difficulty to resolve
the initial shock and denial, and/or the later adjust-
ment phases. It is expected that with better and
earlier screening, stages are detected earlier with less
aggressive treatment and thus, lower complications,
but more research is due in this area. One study found
that two strong predictors of survivors’ quality of life
are arm-dysfunction and doctor-patient communica-
tion (30).These two aspects have been observed to be
grossly lacking in our healthcare. Both deficits need to
be highlighted in the medical education of the under-
graduate as well as the postgraduate. Table 2 highlights
many other common side-effects of breast cancer
treatment can have an impact on the quality of life.An
awareness of these consequences can help the health
professionals in supporting their patients (29).
Impact on Psycho-sexual 
Functioning Issues 
Breast cancer can have a debilitating impact on a
woman’s feelings of well-being, wholeness, sexuality
and attractiveness to varying degree, since the breasts
has been regarded as a symbol of femininity and
beauty. Thus, a woman’s choice of treatment can be
influenced by her age, her belief and cultural back-
ground, religion and faith, as well as her hopes and
fears.A single women who had a mastectomy shared,
“society sees women as having two breasts … and I felt I
have lost my femininity” (28). Younger ones appear to
have more difficulties, especially suitor-marriage-
childbearing issues or societal-expected issues. How-
ever, guidelines stipulating age, as a criteria for con-
venience or based on popular beliefs, rather than per
medical evidence is an issue for some women. A
survivor in her 60s was angry that she was never told
she could opt for breast reconstruction, and was
JUMMEC 2006: 9(2)
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furious when told that the offer was only for women
below 40 years old (28). Lack of plastic surgeons to
perform the job should be addressed and immediate
action taken to overcome the shortage, rather than
addressing the issue at the expense of the patients.
In a multicultural society, ethnicity as a barrier to
treatment adherence must also be considered. A
woman shared about her Muslim-convert sister who
had vehemently refused mastectomy because of the
fears that her husband may look for another wife.
The decision has cost her life, and her survivor sister
justifies, “I would rather have one breast and live, than 
to have two breasts and die” (28).This apt message has
been adopted as a key message for women attending
the four week SAMA (staying abreast, moving ahead)
self-management program scheduled for Malaysian
women. [The clinical trial program is currently
conducted at the University of Malaya Medical Centre
Kuala Lumpur]. Although she felt that she was luckier
and more rational to choose life over a breast, it
cannot be denied that losing a breast is a loss, there is
a process of grieving over any lost and the impact
would vary from one to another. Unfounded beliefs
and myths (highlighted in several focus group with
women with breast cancer) (28), and the fear of
recurrence also interfere with intimacy. One example
is the myth that toxicity of chemotherapy and cancer
cells can spread through intimacy, and that sexual
excitement can cause recurrences. These concerns on
sexuality, attractiveness and beliefs aggravating a
woman’s sexual problems, are part and parcel of the
psycho-sexual issues with implications on their
occupational life roles. Thus, women need extra
support and time to develop openness, and
acceptance in overcoming the changes due to body
image, fear of rejection, doubt of attractiveness, low
self-esteem and mental distress.
Impact of Breast Cancer on
Psychosocial Functioning
The nature of the breast cancer illness, its severity,
the treatment and side-effects; coupled with many
other personal-environmental factors like personality,
finances, lifestyle prior to the illness and the access
and level of social support, impact the ability to
‘journey’ and adjust to the realities of this long-term
condition. Mental distress can occur in response to
the uncertainty of recurrence, leading to depression
and complicated grief. All these can be further aggra-
vated by any prevailing cultural-religious myths, such 
as breast cancer being caused by bad ‘karma’ or a
punishment for a past misdeed. Like any major illness,
an expected search for the ‘why’ questions, or the
need to find solace and hope occurs at a time when
nothing else makes sense, which makes support so
crucial.
A cultural stigma of a cancer diagnosis may also
complicate patients’ social functioning and roles. The
consequences of the patients’ own reactions, as well
as others’ reactions, can lead to increase in withdrawal
and isolation, sometimes made worst by family who
Surgery
• ‘Pulling’ over the scar/pain/discomfort
• Scar contracture
• Paraesthesia in the axilla and medial upper arm (due
to an axillary clearance)
• Lymphoedema
• Physical imbalance and difficulties with neck pain due
to breast tissue loss (for those with big breasts)
• Intermittent jabbing neurological breast pains
• Intermittent pain in the upper arm on the side of an
axillary clearance (may settles over 3-6 months) 
Chemotherapy
• Tiredness/fatigue
• Hair loss
• Bitter taste in mouth (may clear few weeks after
chemotherapy)
• Peripheral neuropathy may persist
Radiotherapy
• Breast oedema and tenderness
• Hyperpigmentation in the first year
• Later, an increased density of the breast tissue
• Small decrease in the size of the residual breast
Hormonal therapy (tamoxifen)
• Hot flushes
• Tender breasts
• Gastrointestinal upset
• Vaginal dryness and discharge
• Decreased libido
• Abnormal vaginal bleeding
Hormonal therapy 
(Aromatase inhibitors or AI)
• Hot flushes
• Musculoskeletal pain (may have to stop AI)
• Vaginal dryness
• Osteoporosis
Table 2. Common physical side-effects from 
cancer treatment
Adapted from Stuart et al, 2006
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are profoundly affected, and unable to cope and/or
unsure of how to react; and may need professional
support. Women and their family may also need
assurance that breast cancer is not a punishment from
God for their bad deeds. One survivor shared on how
she was ostracised by her in-laws who continuously
injected the idea that she was receiving her dues for
her past misdeeds.A belief that they are not alone in
the challenges that they face can certainly add quality
to life. They need the message that breast cancer is 
highly prevalent and can affect anyone, good and noble
women, as well as even men.
Further losses come in the form of having to relin-
quish roles and responsibilities, because of myths like
stress causes breast cancer. One survivor shared that
her overly protective family barred her from doing any
housework and she was told to just sit around and not
to work to avoid stress. However, staying away from
work causes one to lose the support system, as well
as the financial security and become a potential
burden to loved ones. These also may take a toll on
one’s self-esteem, self-worth and self-image; leading to
more shame and possibly resentment and anger. Such
myths must be nipped in the bud so that whatever
decision women take are choices based on informed
decisions. This is because the consequences of aban-
doning functional roles, leads to a feeling of depend-
ency, and the emotions around the loss of status and
control can threaten the once – healthy, capable and
functioning individual.
The traditional medical model of healthcare tends not
to acknowledge that the mind and body are con-
nected, prolonging a healthcare system that focus
predominantly on curative and on the obvious physical
impairments. This care delivery is rather limiting and
not in line with the progression of the development of
the breast cancer disease. The neglects on the non-
physical impairment need to be redressed, with an
acknowledgement that a lowered emotional-distress,
and social participation can greatly impact the body in
a positive way. Intervention must target at both the
seen and on the ‘unseen’ impairments in broader life
scope. For example, cognitions or thoughts must be
deliberately considered, as potent determinants of how
patients feel and they influence the choices patients
make. A diagnosis of cancer, often trigger people’s
inner struggle around their faith, and at times, bring
out self-imposed blame and punishment for having 
the condition. When a belief or thought is based on 
a premise that is distorted and self-defeating, an
increase in distress may be experienced unnecessarily.
Therefore, cognitive-restructuring coping skills must
be taught to refute negative automatic thoughts or
myths that underline patients’ anxiety or depression.
Such cognitive reappraisal enables them to focus on
the positives, identify personal strengths and enhance
their self-efficacy in coping and managing the
condition. During this crisis period, the empathetic
ability and/or training of the health professionals to
render support can enable patients to reclaim the
meaning of life behind the illness and/or assert their
gratitude for their life. Health professional must be
alerted on these extensive, at times, tremendous
impact, and despair brought about by a cancer
diagnosis. The capability of health professionals to
respond sensitively to patients and their families is
increasingly being seen as fundamental in this partner-
ship in cancer care. Self-management of emotions, in
collaboration with relevant health professionals, is
crucial and it can improve the goal setting and
problem solving skills for self-managing the condition
more effectively.
The Crux of Managing Breast
Cancer as a Long-term Illness
This review raises two important questions: (a) are
there unique issues for women with a longer term
survivorship, and (b) should women with breast
cancer, as an emerging chronic illness, be treated
differently from those yesteryears? The answer to 
the first question would depend on more research
findings. The answer to question two is a strong
definite ‘yes’. In fact, breast cancer, once a short term
potentially fatal illness, has now added to the burden
of chronic illnesses as rising incidence rates and better
treatments have contributed to more cases and longer
survivorship. As the burden of chronic illness con-
tinues to rise and takes over as the number one
source of healthcare expenditure worldwide, it is
imperative to identify efforts and implement timely,
culturally sensitive, and long-term, cost-efficient
interventions for women with breast cancer.
Rehabilitation interventions for long-term conditions
must now focus proactively on integration of medical-
emotional-role management with a primary prevention
emphasis on promoting healthy lifestyle; as well as, on
secondary prevention defining risk reduction habits to
keep cancer at bay, and to enhance participation and
quality of life. Patients must be alerted on the need to
make changes in behaviour and lifestyle in order to
promote risk reduction habits. This is so pertinent in
breast cancer as getting patients to re-focus on health
(rather than looking for cure) makes much more sense
as survivorship increase dramatically with better treat-
ment. Our rehabilitation aim must now extend beyond
reducing present disabilities (visible and invisible ones)
towards more concerted efforts on facilitating im-
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Figure 2. Some basic accessory aids for enhancing body image, posture and managing lymphoedema
Silicone prosthesis Attachable nipple Pressure garment
provement in participation and quality of life. These
may require aids and adaptations, and prosthesis to
adjust to impairments such as the commonly available
aids in Figure 2 which is making an entry, albeit a slow
one, in our therapy settings.
The Essence of Self-management
Interventions
Along the concept of self-care, is a current interest (in
the ongoing conceptualization) of ‘self-management’,
which is not about patients going alone managing by
themselves. The essence of self-management is about
collaborative care with health professionals.Von Korff
and colleagues (31) assert that chronic disease is best
treated by a balance of traditional medical care and
the day-to-day practice of self-management skills; both
can be enhanced by effective collaboration from the
patients, their families and healthcare providers.
Collaborative management is said to occur when
patients and care providers have shared goals, a
sustained working relationship, mutual understanding
of role and responsibilities, and requisite skills for
carrying out their roles (31). This is important since
the impact of breast cancer is extensive and drawing
from both experts (patient as expert in day-to-day
management, and the healthcare providers as experts
in the medical care) is the best management approach
to reduce hospitalization cost and improve healthcare
delivery. Self-management program supports patients
to live the best possible quality of life with their
chronic condition. Under this broad category of inter-
ventions, some may include informational and educa-
tional strategies, cognitive and behavioural skills,
vicarious learning and peer support methods that
focus on changing specific thoughts and healthy habits.
Training to prepare patients to be informed, and
activated may include problem solving skills, resource
utilization, relaxation training and stress-coping train-
ing. The idea is rooted on the chronic care model
where optimal chronic care is achieved when a pre-
pared, proactive practice team work collaboratively
with an informed, activated patient (31). A partnership
approach to enable patients to self-manage is an inte-
gral collaboration for quality primary care.
Implications for Medical Education
and Rehabilitation
The recognition that breast cancer is gradually taking
a form of a long-term illness requires a cognitive shift
in understanding its unique implications. It differs from
that of an acute illness or a terminal illness and this
requires a paradigm shift in our management of breast
cancer. As a long-term illness, breast cancer is com-
prehensive in its effects, as well as being tremendously
varied from one person to another.The implication is
more far ranging than merely treating the illness and
symptoms as studied in many chronic illnesses. Thus,
medical care for chronic illness is rarely effective in the
absence of adequate self-care. Medical care with self-
management should be actively encouraged and pro-
moted, and health professionals must be willing to
adopt a less authoritarian approach towards more
collaborative care. The attitude of ‘I know best’ may
more likely interfere rather than complement the
management of an increasing chronic condition and 
an increasingly affluent society. Self-management and
partnership is the best way to manage a condition that
can lasts for years or decades and its success requires
a dire change, not just in the roles of our patients but
in the knowledge, skills and attitudes of our health
professionals.
Adjustment to breast cancer implies coping and
dealing with self-care issues as a result of the more
obvious physical complications as well as the less
10
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obvious ones such as an altered body image, changes
in relationship with partner and children, living with
any ongoing side-effects, and the fear of tumour re-
currence, and the uncertainties of the futures. Occu-
pational therapists working with people with chronic
illnesses spend considerable time rehabilitating them
to improve their independent functioning in self-care
and the overall activities of daily living. Each person’s
illness is very unique and can range from mild to
severe limitation in participation and quality of life.
Instead of resuming or returning to a previous lifestyle
and functioning (as in an acute illness), or struggling
with life (terminal illness), people with breast cancer
are now faced with having to adjust to long term, and
very likely, lifelong symptoms and limitations. The
constant adjustment needed along the way requires
ongoing support. Recently in Malaysia, two cases of
death were reported; (a) the late first lady who was
battling with a recurrence and (b) a 55-year old sur-
vivor of ten years from Alor Star, Kedah (32). Both
were highlighted in the media. The contrast was the
former fought till the end; whilst the latter, a mother
of two boys, after being ten years of being disease-free,
opted to terminate her life.This case should trigger a
revisit on the clinical practice guidelines for manage-
ment of breast cancer. Appropriate therapeutic
intervention can reduce the high levels of emotional
distress experienced by many women with breast
cancer. Having an awareness of these medical and
survivorship issues allows the health professional to
provide important support to both the patient and
her family. The role of rehabilitation after the active
curative treatment must be initiated for breast cancer,
to optimize quality of life. Optimizing quality of life is
not only an important outcome in itself, but it is also
associated with longer survival and lower levels of
depression in breast cancer (33).
Conclusion
Ideas improve the healthcare delivery, but not till they
are transformed into feelings (and sufficient enough to
trigger action). Quality of life is often linked to what
patients can do (the visible), less on how they feel and
even less on what they think.Yet the reverse may be
equally, if not more significant, in breast cancer. Thus,
the recognition that healthy living is also important in
such long-term conditions, must also be balanced with
an awareness that it depends on positive attitude and
an awareness on how to self-manage living with breast
cancer successfully. Attempting to self-manage the
actual illness on a daily basis, and the profound nature
of the changing emotional consequences can lead to
feelings of helplessness and hopelessness. Living with
hope, when cure is so fleeting, is an important element
that must be emphasized in rehabilitation. It brings
hope and a belief that they can live through another
day, in spite of experiencing the disease and the uncer-
tainties of a recurrence. The aim of rehabilitation being
to promote global physical and psychosocial adjustment
by targeting at all modifiable levels, i.e., strengthening
individual coping resources through psychotherapy,
improving quantity and quality of familial and social
support, and restoring optimal physical functioning
(34). Managing health, emotions and roles as well as
managing risk-reduction, thus, play a crucial part in the
overall management of breast cancer, as in many
chronic illnesses. Medical care with self-management
should be actively encouraged and promoted, and
health professionals must be willing to adopt a less
authoritarian approach towards more collaborative
care. Self-management and partnership is the best way
to manage a condition that can lasts for years or
decades and its success requires a dire change in the
roles of patients as well as in the health professionals.
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ABSTRACT: Demographic, economic and social changes have had major impact on
health and illness globally, including in Malaysia, and present significant challenges
to the structure and delivery of health services. While these changes have influenced
the epidemiology of disease, the diagnosis, experience and response to changes in
health status for individuals and their families are influenced by additional environ-
mental and personal factors. We describe these factors in relation to our ongoing
research program on personal and social aspects of impairment and disability. The
Resilience study aims to understand how people with impairments and their families
live with chronic health conditions, how these conditions impact on self-esteem, social
relationships and societal participation, and how structure, context and environment
affect individual functioning, disability and well-being. We described our methodo-
logy and summarize the baseline data that will inform our future enquiries. (JUMMEC
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Introduction
The global increase in the prevalence of chronic
diseases in middle and low as well as high income
countries reflects both the success of public health
interventions and improvements in the treatment of
disease, and social changes related to industrializa-
tion, urbanization and globalization. In Malaysia, the
demographic and epidemiological transition is such
that patterns of morbidity and mortality are now
similar to those of advanced economies (Western
Europe, USA). Cardiovascular disease, cancer and
diabetes, mental health problems and accidents and
injury are the major causes of burden of disease.
These conditions require ongoing medical treatment
and appropriate health and welfare programs. The
ability of individuals to maximize health and well-
being following the development of chronic illness
and impairment varies as a result of differential access
to and the affordability of secondary prevention and
treatments. In many cases, individual and community
needs have outpaced developments in healthcare
provision and expenditure (1).
In recognizing the prevalence of chronic illness and
impairment, and the discrimination and stigma that
often flow from them, the UN Economic and 
Social Commission for Asia and the Pacific declared 
a Decade for Disability in 1992-2001. The second
decade (2002-2011) aims to continue the work to
promote inclusive national and state government
policies. This initiative has proceeded without a
substantial evidence base, and there is still little
research data on how people in the region live with
chronic diseases and physical and mental impairments.
In this paper, we introduce the research we are
conducting in Malaysia on this subject, and highlight
the importance of an interdisciplinary approach to
JUMMEC 2006: 9(2)
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address the social, economic and medical challenges
that derive from this epidemiological transition.
Impairment and Disability in Malaysia
Malaysia’s population is 25.6 million; life expectancy is
around 70 for males and 75 for females (2). Most
Malaysians can expect to remain independent and
productive for a longer period than their parents, but
increased longevity brings with it an increased inci-
dence of chronic disease, with attendant problems 
for individuals, families and communities. Some 50% of
Malaysian men smoke, an important risk factor of
numerous cancers, cardiovascular disease and chronic
obstructive pulmonary disease; traffic accidents are
still common (2,3). Malaysia has escalating rates of
hypertension and diabetes mellitus, in part associated
with changes in diet and activity: nearly 30% of the
population at the time of the National Health and
Morbidity Survey 1997 (the most recent community
data available) were obese or overweight and less than
12% of the population aged 18 years or older had
“adequate” physical exercise (2). In addition to impair-
ments following these conditions, approximately 7% of
the Malaysian population are affected by congenital
disability or disabilities acquired from accident, injury
and disease in childhood and throughout adulthood
(3,4,5). An additional 10-15% of the population are kin
or care-givers to this population.
Classifying Function and Disability
Until recently, people with physical or intellectual
impairments were classified using the International
Classification of Impairment, Disability and Handicap
(ICIDH) (1980). This system of classification empha-
sised clinical impairments, and while addressing appro-
priate management strategies for medical rehabilita-
tion teams, it overlooked the social and environmental
context and the influence of individual and structural
factors on individual outcomes. Consequently, in May
2001, the 54th World Health Assembly adopted the
International Classification of Functioning, Disability
and Health (ICF) (6).
The revised classification system and its published
guidelines provide a framework of disability that
acknowledges the different perspectives of health
from biological, individual and social perspectives, and
provides a tool to describe and compare the health of
populations in an international context. The overall
aim of the classification system is to provide a unified
and standard language and framework to describe
health and health-related states. While it describes
body functions and structures, it also incorporates
broader health-related domains affecting activities and
participation such as family structure, economic sta-
tus, workforce participation and education. The ICF
consequently has the potential to identify various dis-
abling and beneficial psychosocial and environmental
factors that are relevant in ensuring the full inclusion
of persons with impairments.The ICF identifies mean-
ingful sets of related physiological functions, anato-
mical structures, actions, tasks, and areas of life. The
term ‘functioning’ encompasses all body functions,
activities and participation. With the development of
the ICF, WHO has moved away from classifying
impairment and disability as a ‘consequence of disease’
classification (i.e., based on the impact of disease) to
become a ‘components of health’ classification (7).
While criticism of this instrumentation continues
(8,9), the approach in the ICF is consistent with the
contemporary broad-based rehabilitation perspective,
with emphasis on the links between health, func-
tioning, and social context. In many respects, the ICF
captures the work that has always been a component
of medical rehabilitation, including as understood and
practised in Malaysia. Rehabilitation medicine is the
interdisciplinary management of a person’s functioning
and health. It aims to restore and maintain body
structure and function, minimize activity limitation
(impairment/ disability) and restriction in participation
(handicap) and prevent further disablement. Depend-
ing upon the condition, rehabilitation involves physi-
cians and surgeons, occupational, speech and physio-
therapists, nurses, prosthesis and orthotics specialists,
psychologists and social workers. Rehabilitation inter-
ventions may not change the underlying pathology of
a given condition, but can improve a person’s symptom
control and minimize disability, so enhancing quality 
of life, improving participation in the community, and
decreasing health care costs (7).
Associated personal and environmental factors are
critical from a rehabilitation perspective. These 
have policy and community-wide consequences. For
example, providing a wheelchair to someone unable to
walk, and training the person to use the wheelchair, is
of limited value if curbing and guttering in streets are
inadequate, if there are no ramps to allow access to
buildings and if public transport is not designed for
access by people using wheelchairs. The use of a
wheelchair alone also will not change social attitudes
or discriminatory and stigmatizing practices that
exclude people with physical disabilities from full
participation in society and prevent them from maxi-
mizing their capabilities in employment, and family and
community life. Our understanding of the complex
factors that result in disability, however, is limited. In
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particular, the personal factors that facilitate outcomes
remain to be identified, and further research is re-
quired to enhance our understanding of how different
people respond to impairment and disability. Research
is also still required to elucidate the social, cultural and
economic factors that shape these personal aspects
and contribute to the environment of rehabilitation
and adaptation, in order to provide better clinical care
and to contribute to appropriate policies and pro-
grams at a national and local level. Our ongoing
research on social aspects of disability and disable-
ment responds to this need.
Resilience: Studying Social Aspects 
of Impairment and Disability
As noted, in a clinical context, rehabilitation involves
an interdisciplinary team which acknowledges the
social and physical environmental factors involved in
meeting the needs of individuals who are born with
or loose various functions. In research that addresses
the broader context, this interdisciplinary approach
expands to include social scientists, in order to
examine individual and cultural understandings and
social and economic consequences of impairment
disability. The Resilience Study, the first stages of
which we summarize here, was developed in this
context. RESILIENCE is an acronym for REsearch into
Social Inclusion, Locomotor Impairment and Em-
powerment through Networking, Collaboration and
Education, and is a multi-country, interdisciplinary 
and collaborative study focusing on living with ac-
quired disability in Australia, Thailand and Malaysia.
The study brings together social scientists, public
health researchers, clinical medical researchers and
practitioners, and includes researcher-consumers,
with the aim of generating information of relevance
to social policy, rehabilitation medicine and com-
munity health.
The Resilience Study is designed to explore the
experiences of disability at household and community
level. The research focuses on the social context of
disability and explores how personal, social, demo-
graphic and structural factors moderate or compound
the impact of impairment. Drawing on both quantita-
tive and qualitative data using approaches common in
medical anthropology (10), the study explores lay
understandings and life experiences of people who live
with physical difficulties. Their health conditions are
often complicated by psychological problems and
cognitive difficulties, but also by social isolation and
low economic status. Continued disability results in
high costs at personal and societal levels in terms of
medical and allied healthcare, and in everyday living.
There is considerable variation within and between
societies and nation states in terms of how care is
provided and how the costs of care are met.
The first phase of research focused on local patterns,
understandings and life experiences of people who
have locomotor impairments for any number of
reasons, and the consequent marginalization of
individuals and their families. In order to identify the
experience of impaired mobility within the com-
munity, we adopted a broad definition of impairment,
and so included any condition that was considered to
affect mobility. These included conditions such as limb
amputation from disease, impaired mobility from
accident (resulting in spinal cord injury, for example),
and loss of function from stroke, but also conditions
such as morbid obesity, fractures, arthritis, and asthma
which restrict the involvement of the individual in
social and economic life.
Quantitative and Qualitative
Approaches
The baseline study was conducted in Selangor in
2003-2004.The quantitative component of the project
recruited 210 participants aged 18 years or older.
Following stratification into urban and rural areas, a
two-stage modified cluster sampling method was
employed. Thirty communities were selected ran-
domly, and from health centres in each of these com-
munities, seven individuals were identified as having
impaired mobility and were recruited to participate in
the study. While some of these participants had access
to rehabilitation medicine or community-based re-
habilitation services, others had no access to routine
services, and no access to physiotherapy or occu-
pational therapy. The quantitative survey used closed
questions and scales to gather demographic, socio-
economic and psychometric data, with a structured
schedule to collect basic demographic information and
socio-economic data. General health and well-being
was characterized using the EQ-5D (European Quality
of Life Short Form) (11), which includes questions on
mobility, self-care, pain and discomfort, ability to
undertake usual activities, anxiety and depression, and
general health status. In addition, a purpose-specific
instrument – Perceived Impact of Problems Profile
(PIPP) – was designed and used in the survey to
identify self-perceived impact and distress from
impaired mobility across a series of domains, including
self, relationships, mobility, participation, employment,
independence and future. Additional questions were
open-ended.
The qualitative component was conducted in a sub-
set of six communities, with a purposively selected
population including people who had participated in
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the survey, who elaborated on their experiences of
impairment. Other qualitative methods, including
interviews with carers and key informants (e.g., health
workers, community leaders), group discussions,
community mapping and observation provided further
contextual information. The qualitative interviews
provided participants with an opportunity to discuss
at length their individual circumstances, perceptions
and experiences, to describe in their own ways and to
reflect on their own understandings of the accident or
disease, treatment and care, and the changes they
experienced personally and socially. The interviews
were open-ended; each began with an explanatory
statement by the researcher, with each question
building on the response of the participant to the
prior question. Interviews were taped, checked and
reviewed, and tapes were then transcribed for data
analysis.
The quantitative data provided us with information on
trends and patterns of behaviour, activities and ideas of
people with disabilities and their carers. These were
explained in depth from the qualitative data. We were
not interested primarily in incidence, prevalence or
causal links, but rather in identifying common patterns
that emerge among people with disabilities. The com-
plementary approach of quantitative and qualitative
methods allows us to ensure internal validity, coher-
ence and quality. The approach is inductive, concerned
with identifying meaning and patterns rather than
designed to test a strict set of hypotheses, and so,
gathering “meaning rich” data takes precedence over
aggregation and prevalence.
Preliminary Results
The study sample included 94 men (44.8%) and 116
women (55.2%), ranging in age from 18-90 (60.2 ±
16.6); men were on average younger than women
(57.1 ± 17.5 for men, 62.7 ± 15.5 for women). Almost
three quarters (72.4%) resided in rural areas, and
partly reflecting this, mean years of education was low
(5.1 ± 4.2) and the majority (72.4%) had primary level
education only. Sixty per cent of respondents were
married and living with their spouses at the time of 
the study; 10% had never married and 29.5% were
separated, divorced or widowed, the latter reflecting
the age range of this population. Most (70.5%) were
Malay and Muslim (71.9%); 13.8% were Chinese and
15.2% Indian with Buddhist, Confucian, and Hindu
religious affiliation.A summary of the health status of
the respondents in set out in Table 1, and illustrates
that most (83%) experiencing some problems in
Table 1. Health profile of study participants by age (N = 210)
Age Range (Years)
Total < 55 56 – 70 71+
N = 210 N – 71 N = 79 N = 59
(33.8%) (37.6%) (28.6%)
Duration of mobility problems
– Range (years) 0 – 60 0 – 50 0 – 60 1 – 25
– Mean years & SD 6.8 ± 10.9 10.4 ± 14.5 5.4 ± 9.8 4.5 ± 4.3
Cause of mobility problems (%)1
– Sickness/Illness 61.0 45.1 65.8 73.3
– Accident 23.8 43.7 19.0 6.7
– Since birth 2.4 4.2 2.5 0.0
– Don’t know 11.9 8.5 13.9 13.3
– Others 9.0 8.5 5.1 15.0
Other health problems (%)1
– Hypertension 43.8 23.9 59.0 47.5
– Diabetes 35.4 26.8 44.3 33.9
– Arthritis 29.0 16.8 36.7 33.3
– Stroke 18.2 7.0 25.3 22.0
– Heart disease 14.8 7.0 12.7 26.7
– Lung disease (including asthma) 8.7 2.8 11.5 11.8
– Tuberculosis 2.9 1.4 5.1 1.7
– Others 12.1 15.5 9.1 11.9
1Participants reported more than one health problem
16
JUMMEC 2006: 9(2)
walking, with 9% confined to bed. Only a small pro-
portion of the sample (8%) was able to walk about
without problems, for example, because they felt
confident using a gait aid. More than half (62%) of the
sample perceived that they had no problems with self
care, and one third (31%) felt that they had some
problems in this respect. The remaining 7% of the
sample were not able to wash or dress themselves.
More than half of the sample (53%) felt that they could
perform their “usual” activities, including working or
doing housework or family activities, but with some
problems. While 26% of the respondents did not 
have problems with performing their usual activities,
21% reported that such activities were impossible to
perform.
More than half of the respondents (63%) reported
experiencing moderate pain or discomfort at the 
time of interview, and more than one quarter (27%)
experienced extreme pain or discomfort. Only a 
small proportion (10%) was free of pain or discom-
fort. While nearly one quarter of the respondents
(23%) reported no feelings of anxiety or depression,
46% and 31% respectively were moderately or
extremely anxious or depressed. When asked about
their feelings regarding general health (using the scale
of 0-100), the single most frequent response was the
mid-point of 50 (mean = 60).
As described, the PIPP instrument collected data
across a number of domains. The major differences
were that there was a greater impact on relational
items (confidence, mood, satisfaction) and on the
ability to have a close relationship for younger people
than older respondents. There was also a trend
towards greater impact in the emotion items for
urban participants compared with rural participants in
terms of overall satisfaction with life, moods and
feelings, and sense of confidence, and greater distress
on the relational items for younger people in terms of
ability to relate to people in authority, ability to relate
to neighbours and friends and ability to relate to
relatives. Interview data with health workers empha-
sized that these people often lacked social support to
allow them to interact with others and participate in
society, and in consequence the social exclusion is one
reason for people’s reported distress and depression.
The qualitative data allows for some interpretation of
these findings. People drew attention to the impact of
loss of mobility on their mental health and on their
independence and autonomy. One man, for example,
recalled that he was very depressed: “I used to walk
and live an independent life, then suddenly I can’t do
everything. I realized it’s fate but what can I do? I just 
have to be really patient and leave it up to God.” Many
participants drew on faith-based ideas – that their
health condition was in God’s hands, for example, or
that their health condition was the result of fate.
Older participants reflected on the inevitability of
aging, and drew solace from the fact that they had
already lived a full life. Participants also reflected on
the difficulty of being as independent as possible,
rejecting family support that they felt was inappro-
priate and demeaning. Hence the comment, “I feel
annoyed most of the time when people come to me and
try to do things for me. Let me do it myself. If I can’t, then
I’ll ask for help.”
While people aspired to be as independent as
possible, data from health workers and community
members indicate that there is considerable mis-
understanding about the capability of individuals with
limited mobility. One health worker, for example,
reflected that “if they (people with limited mobility) do
have support, it is only partial … and they have low 
self-esteem and low self-confidence.” The assumption
that such people have “low self-confidence”, in turn
influences how others in the community interact 
with them. Thus a village headman explained that 
“we invite all residents including the disabled, whenever 
we conduct any program for the village, but whether they
want to join in or not is their own decision. We never force
them to be involved. Maybe because some of them have
low self-esteem, although we never treat them differently.”
Yet at the same time, this participant and others
acknowledged other practical barriers to social parti-
cipation and inclusion, such as lack of an attendant
carer, transportation problems, financial difficulties and
environmental barriers.
Conclusion 
The Malaysian Government is faced with numerous
challenges to current health policies and systems 
that derive from changes in standards of living,
changing disease patterns (from communicable to non-
communicable diseases) and demographic changes.
The increased incidence in chronic and degenerative
diseases related to changes in lifestyle and behaviour,
for example, highlights the importance for changes to
occur in the mix, integration and delivery of health
services, and changes in public health and prevention.
The need for review and, as necessary, reform of
medical and health services has arisen concurrently
with increased commitment to ensuring equity and
maximizing the social participation and capabilities of
all citizens.The former Ministry of National Unity and
Social Development (now the Ministry of Women,
JUMMEC 2006: 9(2)
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Family and Community Development) presented a
draft Persons with Disabilities Act for discussion in
parliament in 2002. This Act provides the legislative
means for strategies and programs to ensure such
participation and inclusion. Improved and appropriate
social and medical strategies are required to ensure
that Malaysians with chronic illness or disability enjoy
productive lives and maximize their capabilities. The
consequent changes in policies, programs and strate-
gies to ensure universal access to appropriate health
care and services, and to ensure the inclusion of
people with impairments, require a strong evidence
base. This points to the need for continued research
regarding social as well as medical aspects of chronic
disease, impairment and disability. Our research on
social aspects of impairment is a first step towards this
end.
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CASE STUDY
MALIGNANT SERTOLI CELL TUMOUR: AN UNCOMMON
TESTICULAR TUMOUR
Introduction
Sertoli cell tumour is a rare testicular stromal
neoplasm in adults and constitutes less than 1% of all
testicular tumours. It is usually benign (1), and only
approximately 10% are malignant. However, it is
among the most common testicular neoplasms in
canines (2). In humans, more than 130 cases of
malignant Sertoli cell tumours have been reported
worldwide (2). We report the first case of malignant
Sertoli cell tumour of the testis in Malaysia.
Case Report
An 86 yearold Chinese man with underlying ischaemic
heart disease presented with painless right testicular
swelling. The swelling had been present for one year.
There was no history of maldescend or cryptorchid
testes. He denied testicular or groin pain, fever, chills,
weakness,weight loss or other constitutional symptoms.
Physical examination revealed an enlarged right
testicle. There was no gynaecomastia. Ultrasound
examination revealed a testicular tumour with two
round hyperechoic masses within the right scrotal sac
with minimal hydrocele. Serum levels of α-fetoprotein,
β-human chorionic gonadotropin and lactate dehydro-
genase were normal.After taking his underlying cardiac
insufficiency into consideration, he underwent right
inguinal orchidectomy under local anaesthesia.
Histopathology
Grossly, the testis measured 6 cm x 3.5 cm x 3 cm,
and the haemorrhagic epididymis was approximately
3.5 cm in length. Cut section of the testis showed a
multiloculated cystic structure containing serous fluid,
measuring 2 cm x 1.8 cm x 1.5 cm and an adjacent well
circumscribed firm yellowish lesion measuring 3 cm x
3 cm x 2.5 cm. Both the lesions were within the tunica
albuginea (Figure 1).
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ABSTRACT: We report a case of an 86 year old Chinese man who presented with a
painless right testicular swelling that had persisted for one year. There was no history
of maldescend or cryptorchid testes. Clinical and ultrasound examination revealed
testicular tumour with two round masses within the right scrotal sac, with minimal
fluid seen within the sac. Tumour markers were normal. He subsequently underwent
a right inguinal orchidectomy under local anaesthesia as he had an underlying cardiac
insufficiency. Histopathological examination revealed malignant Sertoli cell tumour.
True Sertoli cell mesenchyme tumours constitute less than 1% of all testicular cancers.
Current literature on histopathological and clinical features and treatment options are
reviewed. (JUMMEC 2006; 9(2): 18-21)
KEYWORDS: Malignant Sertoli cell tumours
Figure 1. Multiloculated cystic with firm 
mass (arrow) in orchidectomy specimen
JUMMEC 2006: 9(2)
19
Histological sections showed that the yellowish mass
consisted of sheets of tumour cells exhibiting mainly
tubule formation and an alveolar like pattern. The
tumour cells were large, polyhedral, with small
hyperchromatic nuclei and clear cytoplasms which
contained fat (as demonstrated by oil red O stain)
(Figure 2). There was little glycogen within the cyto-
plasm. Mitosis and necrosis were present (Figure 3).
In addition some papillary areas were noted. There
was infiltration by neutrophils. No hyaline globules
were identified and immunohistochemistry for α-
fetoprotein was negative. Although this tumour was
largely encapsulated, there was one area of capsular
and vascular invasion (Figure 4).
The spermatic cord (surgical margin) was free of
tumour. A section from the cyst wall showed thick
mature fibrous tissue mainly devoid of lining epi-
thelium and some areas were lined with single layer
cuboidal cells. Inactive seminiferous and hyalinized/
fibrosed tubules were present outside the cyst wall.
No in situ malignant change was noted.
Figure 2. Shows large, polyhedral cells with small
hyperchromatic nuclei and clear cytoplasm 
which contain fat (oil red O stain:
original magnification x 40)
Figure 3. Shows area of necrosis (arrow)
(Haematoxylin and eosin stain:
original magnification x 10)
Figure 4. Shows area of capsular and vascular invasion (arrow)
(Haematoxylin and eosin stain: original magnification x 10)
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Most patients present with painless testicular swelling.
These tumours occur with equal frequency in either
testes, and are occasionally associated with cryptochid
or maldescend testes. Almost 30% of reported cases
have been associated with gynaecomastia (5). It has
also been reported that the majority of cases were
hormonal inactive and laboratory hormonal assays
were inconsistent (3). Eble et al (4) reported that
tumour size varies, and that size is not a reliable
indicator of tumour behaviour or prognosis.
Diagnosis by fine needle aspirate has been proposed
(6). However, this is not normal practice and the
authors do not favour this method as there is a risk of
cutaneous dissemination. The only absolute criterion
for the diagnosis of malignancy is made by histo-
pathology of the orchidectomy specimen along with
the demonstration of metastasis.The diagnosis of this
tumour can be difficult, frequently misinterpreted as
seminoma (7).
The basic pathological pattern is of cells resembling
normal Sertoli cells arranged in the nests and tubules,
with or without lumina. Mitotic figures are occasion-
ally present, and are associated with poorer prognosis.
Three distinct patterns have been reported, (a) well
Figure 5. CT scan shows ill-defined mass at right kidney (white arrow)
Computerised tomography of the chest, abdomen and
pelvis did not reveal any presence of mediastinal, para-
ortic or pelvic lymphadenopathy.The liver, spleen, pan-
creas and left kidney were normal. However, the right
kidney appeared irregular in shape with an ill-defined
mass seen at the right mid and upper pole measuring
2.9 cm x 2.2 cm x 2.5 cm (Figure 5).
As the general condition of the patient was poor, the
family declined further treatment. No further investiga-
tions were performed, although it was speculated that
the right kidney was involved by the Sertoli cell tumour.
Discussion
Sertoli cell tumours also known as androblastoma or
gonadal stromal tumours, are rare testicular stromal
neoplasm and comprise 0.4–1.5% of all testicular
tumours (3). Patients with malignant Sertoli cell
tumours show a wide age range, similar to that
observed in patients with benign Sertoli cell tumours.
Sertoli cell tumours have been reported in newborns
(2,3) and in patients as old as the octogenarian in 
the present case. Mean age of these patients was
reported as 39 years old (4).
JUMMEC 2006: 9(2)
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demarcated nodules (b) replacement of the entire
testis and (c) infiltration (4).
In the present case, malignancy was diagnosed on the
basis of microscopic features, namely the combination
of mitosis, necrosis and evidence of local vascular
invasion.
Sertoli cell tumours commonly metastasize via the
lymphatic system. Haematogenous spread to the lung,
bone, pleura, thigh and adrenal gland has been
reported (5). In a large series of Sertoli cell tumours,
no synchronous renal mass or renal metastasize were
reported. In this case the renal pathology could have
been a metastatic deposit or a synchronous renal cell
carcinoma. A renal biopsy would have been useful.
Radical inguinal orchidectomy remains the mainstay 
of treatment. Retroperitoneal lymph node dissection
and adjuvant radiation therapy have been advocated 
to offer the best result (4), however, results of chemo-
therapy have been disappointing. These tumours may
recur years after the ochidectomy, therefore long
term follow-up is recommended (8).
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CASE STUDY
A CASE OF CONGENITAL ANOMALY OF THE URINARY
TRACT AND NEUROGENIC BLADDER
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Introduction
Anomalies of the genitourinary tract occur in
approximately 10% of the population and account for
about one third of all congenital malformations in
children (1). Congenital malformations involving the
genitourinary system are major therapeutic challenges
faced by the practising urologist.
Case Report
A 31 year old Chinese man with spina bifida presented
with right loin pain and fever. Ultrasonography of the
abdomen showed right hydronephrosis and absent left
kidney. He had a long history of lower urinary tract
symptoms mainly, frequency with occasionally
difficulty in passing urine since childhood. There was,
however, no history of urinary incontinence. A
nephrostomy tube was inserted and antibiotic
administered which successfully treated the urinary
tract infection. Antergrade pyelography showed
ureteric obstruction in the distal ureter at its ectopic
insertion. The patient complained of loin pain when
attempts were made at clamping the nephrostomy
tube. Cystoscopy and ureteroscopy showed an
ectopic ureteric insertion at the prostatic urethra
(Figure 1) and a huge dilated tortuous right ureter
with gross hydronephrosis. The bladder was also
trabeculated with saccules (Figure 2).The patient had
mildly impaired renal function.
Urodynamics done showed a hypocompliant bladder
(10.7 ml/cm H20) with a maximum cystometric
capacity (MCC) of 250 cc. (Maximum Pdet at MCC is
55 cm H20). Micturating cystourethrogram (MCU)
showed grade 5 refluxing megaureter. The DPTA
nuclear scintigraphy showed a grossly hydronephrotic
right kidney with a glomerular filtration rate (GFR) of
52 ml/min with a prolonged drainage (> 60 mins). Plain
radiograph showed spina bifida at L4, L5 and S1 levels
with scoliosis of the lumbosacral spine. Computerised
tomography of the abdomen revealed absence of the
left kidney.
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Figure 1. An ectopic ureteric insertion at 
the prostatic urethra (arrow)
Figure 2. Endoscopic appearance of the
trabeculated bladder with saccules
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The patient subsequently underwent reimplantation 
of his right ureter (Figure 3) and an augmentation ileo-
cystoplasty was done for his hypocompliant bladder.
Post-operatively, he had to do clean intermittent
catheterization (CIC). In the first year after surgery, he
had several episodes of UTI which were successfully
treated with antibiotic. There was no evidence of
deterioration in renal function.
ductive tract. The most common sites of the ectopic
ureteric insertion in male are posterior urethra (47%),
seminal vesicle (33%), prostatic utricle (10%) (3,4).
Ectopic ureters can also drain into other wolffian duct
structures, like the epididymis and the vas deferens.
As all these locations are proximal to the external
sphincter, males with ectopic ureters do not usually
suffer from urinary tract infection but occasionally
from constipation, pelvic pain, discomfort during
ejaculation, and infertility (5).
The combination of a solitary kidney with an ectopic
ureter is rare but the combination of an ectopic
ureter of a solitary kidney with prostatic insertion,
associated with an underlying neurogenic bladder and
vertebral anomalies have not been reported pre-
viously to the best of our knowledge.
In conclusion, this unique case report stresses the
importance of:
1. investigating a male patient with urinary tract
infection;
2. congenital malformations of the genitourinary
system could be associated with other complexed
medical or developmental problems, as seen in this
case of neurogenic bladder.
References
1. Rubenstein M, Meyer R, Bernstein J. Congenital
abnormalities of the urinary system: a post-mortem
survey of developmental anomalies and acquired
congenital lesion in a children’s hospital. J Pediatric 1961;
58, 356.
2. Brown, M. Congenital unilateral renal agenesis. Thesis.
The University of California, Los Angeles, 1966.
3. Ellerker AG. The extravesical ectopic ureter. Br J Surg
1958: 45: 344-53.
4. Schlussel RN, Retik AB. Anomalies of the ureter. In 
Walsh PC, Retik AB, Vaughen ED Jr, Wein AJ, Eds.
Campbell’s Urology (7th edition), Vol 2, Philadelphia:
WB Saunders,1998; 1820-1829.
5. Squadrito J Jr, Rifkin MD, Mulholand SG, et al. Ureteral
ectopia presenting as epididymitis and infertility. Urology
1987; 30:67.
Figure 3. Tapered ureter implanted to bladder wall
Discussion
This paper presents a unique combination of mal-
formations. Solitary kidneys are relatively rare with an
incidence of approximately 1 in 1000 autopsies. In
clinical practice, a solitary kidney is discovered
approximately 1 in 1500 urological patients, and are
twice as common in males as in females (2).
Ectopic ureters are relatively uncommon but their
true incidence is uncertain because many are
asymptomatic. Embryologically, the distal insertion of
an ectopic ureter is the result of the ureteric bud
arising more cephalad than usual on the mesonephric
duct. Consequently, the ureter remains attached to
the mesonephric duct longer, migrates more caudally
than normal and is absorbed or inserted into either
the urinary tract distal to the bladder or the repro-
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MODIFIED VACUUM-ASSISTED CLOSURE
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ABSTRACT: The treatment of large ulcers is a problem. Closure with flaps and even
skin grafts in compromised patients is often fraught with risks. Dressing these large
wounds is also a problem, as they are often heavily exudative. We report our experience
using the vacuum-assisted closure technique in managing difficult ulcers in four
patients. A modification of the technique using cheap, easily available materials is
described. The vacuum-assisted suction is an effective treatment for large ulcers in
compromised patients. It facilitates considerable contraction of the wound, and in
smaller wounds; the vacuum-assisted closure allows sufficient contracture to enable
delayed primary closure. We recommend the use of this method of wound dressing
and closure in large wounds particularly, in high-risk patients where extensive flap
coverage or even split skin graft would incur considerable risk. (JUMMEC 2006; 
9(2): 24-27)
KEYWORDS: Modified vacuum-assisted closure, difficult ulcers
Introduction
The vacuum-assisted closure (VAC) system, which
uses sub-atmospheric pressure and is non-invasive, has
been widely used in the management of ulcers.
In this technique, the negative pressure is applied
uniformly to the wound. This allows the surrounding
arterioles to dilate, increasing the local circulation.
Negative pressure also removes excess fluid from 
the wound and reduces oedema. In addition, it also
enhances wound healing by promoting the growth of
granulation tissue (1,2). In many instances, it can be
replaced by the use of simple, cheap, easily available
material. Modification of this technique using the
conventional closed disposable vacuum suction in the
ward has produced equally good results.
We report our experience using a modified vacuum-
assisted closure technique in the management of
difficult ulcers.
Case Reports
Case 1
A 60 year old lady presented to us with a large,
sloughy diabetic ulcer over the left inner thigh area,
which had existed for a month. Following debride-
ment, the resulting cavity measured 160x120 mm in
diameter (Figure 1). Following irrigation of the wound,
a 14F-size nasogastric tube was placed in the depths 
of the wound.The proximal end was then bought out
at the edge of the cavity.The cavity was loosely packed
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Figure 1. Diabetic ulcer over the left thigh
following debridement
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with iodine-soaked gauzes. An occlusive dressing
(Opsite, Smith & Nephew, Hull, UK) was placed over
the defect to achieve airtight closure, with the edges
of the dressing extending 3–5 cm over the adjacent
intact skin, converting the open wound into a
controlled closed wound. The drainage catheter was
connected to a wall suction vacuum unit continuously
to maintain a tightly collapsed state and crinkled
appearance of the occlusive dressing. The vacuum
pressure was maintained at 150mmHg (-200mBar).
The wound was inspected and the dressing changed
daily. Analgesia in the form of pethidine injection was
given prior to each dressing change.The management
of the patient’s wound in this manner did not hinder
her mobility, as she was instructed to disconnect the
tubing from the wall unit if she wished to mobilize or
use the toilet or shower. The tubing was simply
plugged with a stopper during mobilization.
Within one week of treatment, the wound had con-
tracted to one third of its original size, allowing split
skin graft (Figure 2).
Case 2
A 61 year old man underwent elective right hemi-
colectomy for carcinoma of the caecum one year ago.
He was admitted for a recurrent tumour at the right
iliac region of the abdominal wall as well as the under-
lying small bowel. Excision of the recurrent tumour
was done and the resultant abdominal wall defect
closed using a loco-regional tensor fascia lata flap with
underlying prolene mesh. Two days post-operatively,
however, an area of wound dehiscence was noted at
the midline laparotomy incision as well as the edge of
the tensor fascia lata flap (Figure 3). Both wounds
were connected with extensive undermining.
The wound was dressed with vacuum-assisted suction
with total closure of the deep wound and the
reepithelization of the surface within three weeks
(Figure 4).
Case 3
A 70 year old lady had bilateral total knee replace-
ment done for severe osteoarthritis. There was left
knee surgical wound dehiscence associated with signi-
ficant undermining, making the cavity double the size
of the skin defect (Figure 5). Modified vacuum-assisted
suction dressing was applied enabling wound con-
tracture and split skin graft was done one week later
(Figure 6).
Case 4
A 91 year old diabetic lady developed nercotizing
fasciitis in the ward following a coronary artery bypass
graft procedure. She had suffered a myocardial infarct
Figure 2. Diabetic ulcer over the left thigh
following application of vacuum-assisted 
closure dressing
Figure 3. Dehiscence of the midline 
laparotomy wound
Figure 4. Wound almost closed following
vacuum-assisted suction dressing
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six months previously.The extensive necrotic area on
the posterior aspect of the right thigh and gluteal
region was debrided twice and daily dressing of the
wound with modified vacuum-assisted suction was
done (Figures 7 and 8).
After one month, the wound had contracted con-
siderably with a healthy granulating bed allowing a
simple split skin graft procedure (Figure 9).
Discussion
In 1911 the application of mechanical stress onto
wounds was described (3), which accelerated the
healing process by promoting angiogenesis and tissue
growth. Mechanical deformation of the cells resulted
in an increase in protein and matrix molecule
synthesis.
The use of topical negative pressure onto wounds 
has been well published and its value as a treatment
modality well documented. Application of controlled
sub-atmospheric pressure to a wound remove the
excess interstitial fluid, reduces tissue turgor, de-
creases the oedema and enhances local blood flow.
This in turn will improve the local tissue oxygenation
and nutrient supply, increase the outflow of toxin and
Figure 9. The wound at one month just
prior to split skin graft
Figure 5. Wound dehiscence following
total knee replacement
Figure 6. The wound following application
of split skin graft
Figure 7. Wound at posterior thigh following
debridement prior to the application
of suction dressing
Figure 8. Vacuum-assisted suction was done with
two nasogastric tubes placed in the wound bed.
Both tubes were joined with a Y-connector
before connecting to the main suction tubing.
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inhibitory factors and decrease tissue bacterial levels
(1,2,4,5).Thus, healthy granulating tissue appears much
more rapidly.The original conventional sub-atmospheric
pressure system which employs a medical grade reti-
culated polyethane ether foam dressing with em-
bedded non-collapsible drainage tube is costly and not
easily available especially in small district hospitals.
Modifying the technique by using absorbent gauze,
occlusive dressing, nasogastric tubing and continuous
controlled wall suction or a portable vacuum suction
pressure machine, we have found the technique simple
and effective both in terms of cost and result. It is
easily taught to nursing staff. There is immediate
improved local hygiene with rapid formation of
granulation tissue.
Some series have reported that exposed bone and
tendon in orthopaedic patients may be covered with
VAC technique (6). In our patient (Case 3), the skin
and soft tissue cover over the knee was thin with
significant oedema making retraction of tissue off 
the underlying bone and bony exposure a real risk.
Modified vacuum-assisted dressing provided rapid
wound contracture.
Although in our series, the negative pressure is con-
nected to wall suction apparatus, the therapy did not
require undue immobilization of any of these patients.
The patients were allowed to disconnect the drainage
tube from the wall suction entry and ambulate as
advised.
Bacterial counts were reported to drop from approxi-
mately 107 per gram of tissue to 102 to103 per gram
tissue in animal studies and in human samples by day 
5 (1,2). Bacterial levels of less than 105 per gram of
tissue are associated with progressive successful
wound healing.
The four patients reported here were staying in the
ward throughout the treatment. No difficulties were
encountered during the dressing procedure. Success-
ful healing without surgical intervention was obtained
in Case 2. In the other three patients, a simple split
skin graft procedure could be performed on the
healthy granulating contracted wound.
Some patients may require analgesia with dressing
change. Some degree of pain may be experienced when
the tubing is first connected to the suction apparatus
and sub-atmospheric pressure is transmitted to
wound. Gradual negative pressure increment resulted
in better tolerance as opposed to a sudden increment.
Occasionally, movement caused displacement of the
occlusive dressing leading to loss of vacuum. To
remedy this situation, the patients were advised to
check the seal (i.e., constant airtight closure with
crinkling of the occlusive dressing). Should an air leak
be present, this could simply be resolved by re-
inforcing with additional layer of occlusive dressing,
overlapping the edge of the first layer. However, if
excess egress of exudate or soiling of the wound with
faecal material accompanies loss of seal, the dressing
should be changed completely.
Bleeding from the wound is another possible com-
plication of using the vacuum-assisted suction. This
may occur during dressing change. Hemostasis can be
easily secured with pressure.
Conclusion
The modified vacuum-assisted suction technique is an
effective treatment for large or difficult ulcers in com-
promised patients. It enhances and facilitates con-
siderable contraction of the wound and in smaller
wounds; the vacuum-assisted suction allows sufficient
contracture to enable delayed primary closure.
We recommend this method of wound dressing 
and closure in large wounds particularly, in high risk
and compromised patients. Cost efficiency can be
optimized in the care of many patients.
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FREE RADIAL FOREARM FLAP AFTER PARTIAL
GLOSSECTOMY FOR SQUAMOUS CELL 
CARCINOMA OF THE TONGUE
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ABSTRACT: Squamous cell carcinoma of the tongue is a highly malignant condition
and results in high mortality and morbidity in patients despite its early detection (1).
Early surgical interventions have been found to reduce mortality but in many reports,
tongue reconstructions using live grafts have been found to reduce normal tongue
function of speech, swallow and taste. In contrast, our report using free radial forearm
flap (FRFF) to reconstruct the defect left over after a radical tongue resection in a 
38-year-old gentleman with oral cancer has shown promising results. This type of
reconstruction has left the patient with a functional and cosmetically acceptable
tongue with minimal alteration in recognizable speech. (JUMMEC 2006; 9(2): 28-31)
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Introduction
Oral cancer is a debilitating condition and although
the condition is malignant, early detection has resulted
in good results with prolonged survivability. However,
due to the aggressive nature of the disease, despite
early detection, the morbidity following extensive
resection is undesirable. Our technique of using free
radial forearm flap (FRFF) has proven to reduce the
morbidity of this condition and in addition, to help
replace the function of a tongue loss in the resection.
Case Report
A 38 year old Chinese man was referred from
Selayang Hospital in May 2005 to University of Malaya
Medical Centre with a 4–5 months history of pain and
progressive ulcer over the right side of his tongue. He
smokes occasionally but has no history of betel nut
chewing habit. No family history of cancer is noted.
He was initially seen at our Maxillofacial Department
and a biopsy was taken in April 2005.The HPE result
confirmed the diagnosis of squamous cell carcinoma
(SCC) which was moderately differentiated. Subse-
quently, he was referred to the Hand and Micro-
vascular Surgical Unit for pre-operative assessment
and assistance. On examination, there was a hard mass
Figure 1. Cancerous lesion found on the tongue
which was very similar to one seen in the 
patient in our report (6)
 
noted on the right side of his tongue with an overlying
ulcer (Figure 1). The tongue was also oedematous.
There were palpable firm lymph nodes on the right
side of the neck.
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Surgery was performed involving the joint efforts of
the Maxillofacial Department, ENT Department and the
Hand and Microsurgery Unit. This involved tumour
resection and tongue reconstruction. The mandible
was split using a surgical saw.This approach offered an
excellent exposure to the excision and reconstruction
of the tongue.A near total glossectomy was done over
the right side. Careful resection and clearance of the
tumour margin was performed.While the Maxillofacial
team began their resection, radical neck dissection
was performed by the ENT team.
Simultaneously, a FRFF was harvested from the left
forearm. The defect over the donor site was then
closed partially, leaving a minimal area of space devoid
of skin without much tension over the surrounding
skin.This area was then covered using a split-skin-graft
from the left thigh. During this surgery, the radial
forearm flap was harvested with a cuff of brachio-
radialis muscle to facilitate contouring of the recon-
structed right tongue.Anastamosis of the radial artery
of the flap was performed to the nearby mandibular
artery. Successful anastamosis was confirmed with
bleeding observed at the edges of the free flap.
The patient recovered well post-operatively. The flap
survived and the skin healed. During the follow-up, the
patient was able to talk in a recognizable voice and he
has no regurgitation or swallowing difficulties. On the
third month follow-up, the patient maintains a good
life with minimal functional disability.
Discussion
Squamous cell carcinoma of the oral tongue typically
affects men from the sixth through the eighth decades
of life, usually after many years of alcohol or tobacco
abuse. Less than 4% of these lesions occur in patients
younger than 40 years of age. Recent reports suggest
that there is an increased incidence of oral SCC in the
under-40 age group. Retrospective analyses performed
suggested that the disease follows a more aggressive
course in young patients but there are no significant
differences in the outcome exist between the different
age groups (1).
There is a 10% mortality noted in the first two years
of follow-up in the older age group and 45% in the
younger group. Therefore, effort should be made on
identifying young patients whose disease behaves
aggressively and require radical treatment (1). Meta-
static spread of SCC of the tongue is facilitated by its
rich lymphatic network and tends to increase with the
size of the primary tumour. Approximately 50% of
tongue cancers present with lymph node involvement.
Early and recognizable cancer of the tongue often
allows surgical intervention as part of the treatment
management. However, in order to strike a good
therapeutic control of the disease, a wide primary
excision is often needed. This is followed by an
optional radiotherapy treatment. This procedure
usually leaves the patient with a large defect in the
tongue and oral cavity.The absence of the tongue will
impair the articulation, swallowing and vocalization
processes. It is therefore prudent that reconstruction
is needed for a good functional substitution for the
defect. As for this patient, a non-innervated FRFF 
was used. As with any surgical reconstruction pro-
cedures, four main issues arise:
1. Survivability of patient following surgery;
2. Functional status of the reconstructed tongue;
3. Cosmetic appearance following reconstruction for
both donor and recipient sites; and
4. Morbidity as a result of the surgery.
The radial forearm flap is commonly used for recon-
struction of tongue defects following tumour excision.
This flap is easy to harvest and offers thin tissue with
large-caliber vessels. However, its use leaves behind a
conspicuous aesthetic deformity in the forearm and
requires the sacrifice of a major artery of that limb, the
radial artery. The survival rate of FRFF is estimated 
at 92%. In one study, the disadvantages of the radial
forearm flap included donor site morbidity which
included partial loss of skin graft (11%), abnormal sen-
sations (26%), poor appearance (8%), and reduced grip
strength (11%) (2). In some patients, the donor-site
scar of the forearm acted as a social stigma, preventing
these patients from leading a normal life (3).
Some surgeons advocate an innervated FRFF in an
attempt to produce a more favourable outcome (4). It
is their belief that while the flap effectively fills the
defect, it serves as an insensate reservoir in which
food and saliva can collect. However, a number of
studies have shown that very little and insignificant
benefit is achieved when compared to an insensate
flap (4,5). It has also been suggested that sensory
innervated flap other than the FRFF is much more
superior as compared to non-innervated flap (4). In
their study, the lateral antebrachial cutaneous nerve 
to the (divided) lingual nerve (4) was used. On the
other hand, some authors argued otherwise by saying
that although the trend in this study is towards
improved function with the innervated flaps, these
flaps do not appear to offer major intra-oral functional
advantage over the non-innervated flaps, which attain
reasonably effective sensory recovery from neural
ingrowth, if the lingual nerve is intact (5).
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Other methods of tongue reconstruction following a
partial glossectomy were also mentioned in literature.
More recently, the anterolateral thigh flap in a thinned
form, has been used to reconstruct defects of the
tongue with functional results equivalent to that of
the radial forearm flap. The advantage of this flap is
that it reduces the donor site morbidity as wounds
can be closed primarily.Another neurovascular island
flap used for reconstruction can be derived from the
infrahyoid. With the neurovascular infrahyoid flap,
defects of the tongue base can be reconstructed
successfully after partial resections or total glossec-
tomies.The main advantage is the voluntary innerva-
tions of this flap by means of the ansa cervicalis and
the prevention of scarring and atrophy of the recon-
structed tongue.This flap, however, is only suitable for
small tumours of the tongue and offers very little to
the more common situations where wider resections
are required.Less commonly, lateral upper arm free flap,
pectoralis major flap and a combined brachiaradialis-
radial forearm flap can be used instead of the FRFF.
However, having compared these flaps to FRFF, we
have yet to find further advantage other than the fact
that the anterior thigh flap offers slightly improved
cosmetics.
Functional outcome of a reconstructed tongue is
seen by its ability to mimic the original function of a
normal tongue prior to the diseased state. In this
case, it is to review its function to assist deglutition,
speech and taste. It is also important to factor the
patient’s satisfaction following the surgery. Because
the free flap does not have the taste sensory, the
return of taste cannot be expected in our procedure.
However, swallowing and speech in this patient has
returned to near normal with satisfaction rated very
high at three months following surgery. Compared
with primary closure of the tongue defect, some
authors suggest it is better to reconstruct it with a
FRFF when more than 50% of the tongue is resected
(1,6). Although previous reports indicated that
articulation intelligibility was better in patients who
did not receive grafts as compared to those who
received grafts, our patient showed otherwise (6).
This is because reconstructions with flaps have been
accused of interfering with the flexibility and mobility
of the tongue which may contribute to articulatory
impairment.
On the overall, patient satisfaction for function and
cosmesis of the operated sites following any surgery
with regards to tongue reconstruction rates high
when using flaps as a closure following wide resection
of cancer of the tongue (1,2,4,6,7). Although the
surgery involved is lengthy and requires the joint
effort of various expertise, the outcome for patients
with this deadly disease is rewarding with high re-
covery rates being reported in cases where detection
is early. Furthermore, by improving our techniques of
using functional flaps as closures as opposed to mere
resection, not only can the cancer be treated success-
fully, the morbidity following surgery can be greatly
reduced whilst maintaining the function of resected
part.
Figure 2. Post-operative picture of reconstruction of the tongue
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Introduction
Hypertension is a major risk factor for the develop-
ment of serious complications affecting the heart,
brain, kidneys, eyes and the vascular system, leading 
to death and disability on a huge scale globally. As
more and more Malaysians are diagnosed with hyper-
tension every year, it is important for clinicians to be
aware of the acute and chronic changes seen in a
fundoscopic examination.
Case Report
A 45 year old previously well Malay man presented
with gradual blurring of vision in both eyes over a
period of two weeks. This was preceded by six 
weeks of intermittent occipital headaches which were
aggravated by eye straining to focus when reading.
There was no nausea or vomiting. He denied any limb
weakness or numbness.
On examination, visual acuity was OD 6/12, ph 6/12
and OS 2/60. The anterior segment examination 
was normal for both eyes, with no relative afferent
papillary defect. Dilated fundus examination showed
bilateral papilloedema with splinter haemorrhages
temporal to the disc in the left eye and multiple
cotton-wool spots at the posterior pole (Figure 1).
A macular star and mild macular oedema was also
noted, which explained the poor left vision. There 
was narrowing of the arterioles with arteriovenous
nipping. His blood pressure was recorded as 230/130
mmHg with a pulse rate of 84 beats per minute.
Neurological and cardiovascular assessments were
normal. The rest of the systemic examination was
unremarkable.
He was diagnosed as having malignant hypertension
with Grade IV hypertensive retinopathy and choroido-
pathy. He was referred to the physicians for urgent
management of hypertensive crisis. His blood pressure
was reduced by titration of isosorbide dinitrate
infusion to maintain a reading of lower than 160/90
mmHg. Renal function tests showed renal failure 
with elevated serum creatinine and urea levels of
16.6mmol/l and 732µmol/l respectively. Urine exami-
nation showed gross proteinuria at 5g/l, and 24-hour
urine protein was markedly elevated with a reading 
of 1.8g. An ultrasonography of the kidneys showed
bilateral small kidneys which measured 7.60cm and
8.05cm in bipolar length in the right and left kidneys,
respectively. This was suggestive of bilateral renal
parenchymal disease. All these evidence confirmed 
the presence of chronic renal failure.
CASE STUDY
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ABSTRACT: Malignant hypertension affects less than 1% of people with high blood
pressure, and is a hypertensive emergency. It is rare for patients to present initially
with this form of elevated blood pressure, which is almost always associated with
acute target organ damage, which can manifest in many forms including ocular,
neurological, cardiac and renal. This treatable condition is associated with a high rate
of morbidity and mortality therefore, early detection and immediate management is 
of paramount importance. (JUMMEC 2006; 9(2): 32-34)
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His blood pressure normalized to 130/80 mmHg by
the third day of admission, and his left vision improved
to OS 6/18. He was counseled regarding renal failure
and the future need for dialysis. He was subsequently
discharged with oral anti-hypertensive agents and iron
supplements.
Three months following his discharge, his vision
improved to a score of 6/9 in both eyes, and fundus
examination showed complete resolution of the
hypertensive changes and papilloedema (Figure 2). By
the eighth month following the first presentation to
the eye clinic, his best corrected vision recovered fully
to 6/6 in both eyes. There was no evidence of optic
atrophy in either eye.
Discussion
Malignant hypertension, or accelerated hypertension,
is a rare syndrome consisting of rapid and severe ele-
vation of blood pressure with the systolic component
above 200 mmHg or the diastolic blood pressure
greater than 140 mmHg. The presence of systemic
findings defines malignant hypertension.These include
ocular, cardiac, renal and cerebral injury. Persistent
malignant hypertension can lead to a rapidly fatal
course with heart failure, myocardial infarction, stroke
or renal failure.
Besides retinopathy, hypertensive choroidopathy may
also occur, causing serious detachment, Elshnig’s spots
Figure 2. Fundus photos taken two months later showed almost complete resolution of the hypertensive
retinopathy and choroidopathy changes with minimal residual hard exudates at both macula.
Figure 1. The right fundus showed multiple cotton-wool spots with papilloedema. There was an early 
macular star in the left eye as shown by the black arrow. (OD: right eye; OS: left eye)
  
OD OS
OD OS
34
JUMMEC 2006: 9(2)
and Siegrist’s streaks.These changes are caused by late
leakage of choroidal vessels and focal necrosis of the
retinal pigment epithelium. Cotton-wool spots usually
resolve by 3-6 weeks, but arteriolar narrowing and AV
nipping changes are permanent (1).
Immediate management of malignant hypertension is
aimed at lowering the blood pressure in a controlled
fashion to a level that minimises end-organ damage.
Too rapid a decline can lead to ischaemia of the optic
nerve head, brain and other vital organs, resulting in
permanent damage. Treatment in this patient was
initiated in a controlled, monitored setting under the
close supervision of a physician.
With appropriate clinical diagnosis, hypertensive
emergencies can be successfully treated and the com-
plications can be prevented with timely intervention
(2). From a systemic viewpoint, the diagnosis of a
malignant hypertensive crisis represents a medical
emergency. Untreated, it has a high mortality rate of
50% at two months and 90% at one year (1). Thus
early recognition of signs and symptoms, and early
diagnosis is imperative to prevent fatalities.
The visual prognosis in malignant hypertension is
good, with most patients resuming normal vision.
However, on the rare occasion of visual loss, this 
may result from retinal pigment changes secondary 
to retinal detachment or from optic atrophy due to
prolonged papilloedema. The visual prognosis in this
patient was good, with full recovery of vision over
time, along with the control of his blood pressure.
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Introduction
Lymphangioleiomyomatosis (LAM) is a rare disease.
The reported prevalence is around one per million
population in the United Kingdom, France and the
United States of America (1). The disease has been
well documented in many Asian countries. However,
the prevalence data of this disease in Asia is not
available (1). It affects primarily young women of
reproductive age, with a mean age of onset at 34
years. The disease is characterized by an abnormal
proliferation of smooth muscle-like cells that grow
over a course of time to obstruct airways, lymphatic
and blood vessels. It usually occurs sporadically, but
occasionally may occur in association with tuberous
sclerosis complex. A case of LAM associated with
renal angiomyolipoma is described with a particular
focus on the diagnostic difficulty encountered.
Case Report
A 36 year old Chinese woman first presented in
October 2001 to the University of Malaya Medical
Centre with a complaint of cough with episodes of
haemoptysis for six months. She did not have reduced
effort tolerance, fever, weight loss or reduced appe-
tite. She denied taking any oral contraceptive pill. She
used to smoke about ten cigarettes per day for three
years during her teens.There was no history of tuber-
culosis infection or tuberculosis contact. She worked
as an office clerk after completing her secondary
school education.
Physical examination during the first hospital ad-
mission showed that she was comfortable at rest 
with no signs of respiratory distress. She did not have
digital clubbing or fever. Findings on respiratory exa-
mination were unremarkable. Her chest radiograph
was reported as “abnormalities consistent with bi-
lateral generalised bronchiectasis”. Her full blood and
differential white cell counts, serum immuno-
globulin and alpha-1-antitrypsin levels were normal.
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ABSTRACT: Lymphangioleiomyomatosis (LAM) is a rare disease. The reported pre-
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unknown. It affects primarily young women of reproductive age, with a mean age of
onset at 34 years. The disease is characterised by an abnormal proliferation of smooth
muscle-like cells that grow over a course of time to obstruct airways, lymphatic and
blood vessels. We report a case of LAM in a young woman who presented with a
spontaneous pneumothorax. Computed tomography scan of the thorax and abdomen
showed homogenous thin-walled cystic lesions with normal intervening lung par-
enchyma and multiple lesions in her kidneys with Hounsfield units similar to that 
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Conventional spiral computed tomography (CT) scan
of her thorax and abdomen performed after hospital
discharge revealed “multiple cysts of varying sizes in
the lungs, as well as multiple bilateral hypodense
lesions in the kidneys with a Hounsfield unit of fat.
Mild ascites and abdominal lymphadenopathy were
also noted (Figure 1 and 2). These CT scan findings
were thought to be consistent with LAM and multiple
renal angiomyolipoma, probably secondary to under-
lying tuberous sclerosis. However, the patient was
treated as having bronchiectasis despite the CT scan
findings.
Figure 1. White arrows show multiple thin-wall cystic lesions, which are quite
homogenous in size scattered throughout both lungs. The intervening lung 
parenchyma appears normal.
 
 
Figure 2. Contrasted axial-CT at the level of both kidneys revealed a lobulated mass in
the right kidney (shown with black arrow) with density similar to that of fat (margins
shown by white arrows).This finding is typical of renal angiomyolipoma.
JUMMEC 2006: 9(2)
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Sixteen months later in February 2003, she presented
with a right-sided hydro-pneumothorax. Her chest
radiograph also showed reticulonodular infiltrates and
small cystic lesions in both lungs with blurring of the
cardiac margins. The left lung volume was preserved.
The right hydro-pneumothorax was drained by an
intercostal chest tube under water-seal. Minimal
straw-coloured fluid was drained. She was discharged
two weeks later when the right lung was fully re-
expanded.
On clinic follow-up, she remained quite well except
for occasional episodes of haemoptysis. A review of
the patient’s thoracic CT scan which had been taken
in 2001, revealed that she had had diffuse cystic lesions
in the lungs without a predilection for central or peri-
pheral involvement. These cystic lesions were thin-
walled, quite homogenous in size and not adjacent to
the vasculature of lung. The intervening lung paren-
chyma was normal. The clinical diagnosis was revised
in February 2004 from bronchiectasis to that of LAM.
A respiratory function test performed revealed a
forced expiratory volume in the first second (FEV1) of
58% of predicted; forced vital capacity (FVC), 78% of
predicted; total lung capacity (TLC), 96% of predicted;
residual volume (RV), 130% of predicted and an FEV1/
FVC ratio of 62%. Her lung diffusing capacity (DLCO)
was only 54% of predicted. She underwent an open
lung biopsy of her right upper, middle and lower lobes
which revealed emphysematous changes without
typical changes of LAM on histopathological examina-
tion.As she only had minimal symptoms, she was not
keen to undergo another lung biopsy and treatment.
A repeat CT examination in January 2005 did not
show any change in the lung lesions nor the size of the
renal angiomyolipoma.
Discussion
Despite being described in scientific literatures since
1937, the aetiology of LAM remains elusive. However,
hormonal factors particularly, oestrogen and proges-
torone seem to play a major role in the initiation,
progression and retardation of the disease.This is based
on the observations that the disease occurs exclu-
sively in women, worsens during pregnancy and exa-
cerbates after hormonal therapy in post-menopausal
women (1). Treatment with progesterone and/or
oophorectomy in certain reported series seems to
afford retardation of disease progression or even im-
provement of the condition (1). Furthermore,oestrogen
and progesterone receptors have been found in LAM
tissue.
In a study in the United Kingdom (UK) by Johnson
(2), the commonest presentations of LAM are pneu-
mothorax (38.7%), dyspnoea (36.7%) followed by
chylous pleural effusion (6.1%). Renal angiomyolipoma
was found in 12.0% of the patients in this series. If 
the incidence in Malaysia with a population of about
25 million is comparable to that of UK, we would
expect to see around 25 cases of LAM in the country
and we expect only two or three patients to have
renal angiomyolipoma. Pulmonary function test may
show an obstructive (commonest), restrictive or
mixed pattern with reduced DLCO. As in this patient,
the residual volume is usually increased (3).
The diagnosis of LAM can be difficult. In one series (3),
the exact diagnosis was made after an average delay of
44 months (ranging from 1 to 219 months after the
first symptoms). In our patient, the definite diagnosis
was made after 36 months from the time of first pre-
sentation even though the diagnosis was suspected 
by a radiologist on the first presentation. This was
probably due to the lack of awareness among physi-
cians on this rare condition. Plain chest radiograph
during the early stages of the disease is often normal in
appearance. Later, when the disease advances, mild
reticulonodular shadows or small cystic lesions would
appear (1). These changes, however, are often mis-
interpreted as some other more common diseases,
e.g., bronchiectasis, as seen in this patient. Hence,
when clinical features of the disease are not compatible
with radiological diagnosis based on chest radiograph,
further investigation with high resolution CT scan is
advisable.
The classical findings of LAM described on chest
radiograph are bilateral reticulonodular interstitial
infiltrates, with normal or increased lung volumes (3).
However, these findings also occur in other diseases,
such as chronic hypersensitivity pneumonitis, pulmo-
nary histiocytosis X, sarcoidosis and emphysema co-
existing with idiopathic pulmonary fibrosis (3). High
resolution thorax CT scan findings (as described
above for this patient) are characteristic but not path-
ognomonic of LAM because patients with chronic
histiocytosis X may have similar CT appearances (2).
Open lung biopsy has been the gold standard to
diagnose this disease. However, in the presence of
typical clinical features and characteristic CT findings
of LAM, open lung biopsy may be omitted (1). Further-
more, abdominal CT scan in this patient also revealed
features consistent with renal angiomyolipoma, ascites
(which could have been chylous) and abdominal lym-
phadenopathy, which are well known association with
LAM.
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Conclusion
In conclusion, the diagnosis of LAM should be con-
sidered when a young female presents with spon-
taneous pneumothorax and CT scan findings of
homogenous thin-wall cystic lesions and normal inter-
vening lung parenchyma.
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The paragraphs in the article, Pseudomonas Aeruginosa: Epidemiology of bacteremia and antimicrobial susceptibility
pattern in a teaching hospital in Kuala Lumpur by Nadeem SR, Rina K, Hamimah H and Savithri DP should read as
follows:
Discussion
Paragraph 1, Line 5:
“The patients were mainly distributed among the intensive care units,surgical and hematological wards, whereas
another study (6) had found a predominance of patients from the general surgical and transplant services.
Paragraph 2 Line 4:
In the study by Aliaga et al (1), only 12% of cases were community-acquired whereas Weinstein et al reported a
rate of 40% (6).
Paragraph 4, Line 1:
Polymicrobial bacteremia in this study was seen in 33% of the bacteremic cases, which was much higher than the
17% previously reported (12).
Paragraph 4, Line 6:
In Aliaga et al’s study, patients with polymicrobial bacteremia were clinically worse and had a higher mortality rate
compared to patients with monomicrobial P. aeruginosa bacteremia (12).
Paragraph 4, Line 11:
The most common organism isolated along with P. aeruginosa in Aliaga et al’s  study was Enterococcus spp. (12),
whereas in our study, Staphylococcus aureus was the commonest organism isolated, followed by Enterococcus spp.
Paragraph 5, Line 6:
A previous study found that the respiratory tract was the commonest source for P. aeruginosa septicemia (6).
The Editorial Board regrets any inconvenience caused.
CORRECTIONS
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